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If general practitioners do not consider home care to be an acceptable form of management for patients with suspected myocardial infarction, then there is little point in their playing any part when patients develop suspicious symptoms. In fact, general practitioners cannot help most patients who die from a heart attack: a register of all patients with heart attacks in the Nottingham Health District confirmed earlier reports that most deaths occur soon after the onset of symptoms and before medical aid is sought.7 8 If virtually all patients with heart attacks who survive long enough are going to be admitted to hospital, should the general practitioners and patients be persuaded that a call for an emergency ambulance is the appropriate action and not a call for a general practitioner? There is, however, little point in instituting such a programme of public education without an ambulance that can respond appropriately. After two of our earlier studies had shown that a single "coronary" ambulance could not be used effectively,9 10 the emergency and routine functions of our ambulance service were separated, and all the emergency vehicles are now being equipped with defibrillators and their crews specially trained. A programme of community education in the need to call for an emergency ambulance rather than a general practitioner together with public education in cardiopulmonary resuscitation is now beginning, and we shall use our heart attack register to monitor its effect.
We gratefully acknowledge the help given to us by the general practitioners, senior house officers, and coronary care unit nurses, and we are indebted to G D Searle & Company Limited for financial support. The study could not have been completed without the willing cooperation of the health authorities and ambulance service.
(51) mmol/24 h. Compared with the screening blood pressure the average decrement of the supine blood pressure in group 1 was 16-0/8-6 mm Hg with placebo, 21-7/11.5 mm Hg with the diuretic, 28-5/17-8 mm Hg with the J8 blocker, and 28 9/18-4 mm Hg with the combined agent; in group 2 these values were 13 3/6-1, 20 3/9-7, 21 3/12-9, and 29-4/16-8 mm Hg, respectively. There was a sharp decrease of the average potassium concentration during chlorthalidone and combination treatment periods (average value 3-3 mmol(mEq)/l). Bloodpressure-In all treatment orders there was a substantial fallin blood pressure between the screening period and the first treatment period. After this initial drop there was no further time trend. In both dietary groups the lowest blood pressures were found during treatment with the combination pill, followed by the ,B blocker, the diuretic, and (50) 129 (51) 140 (54) 132 (50) 132 (41) BRITISH MEDICAL JOURNAL VOLUME 289 the placebo (table IV) . In the salt restricted group the differences were significant (p<0 05; Duncan's multiple range test), except for that between the diuretic and placebo supine diastolic blood pressures and that between the combination pill and the g blocker for all blood pressures. With the normal diet there was no statistically significant difference between the diuretic and placebo standing diastolic blood pressures or between the diuretic and f blocker supine or standing systolic blood pressures. All other blood pressure differences were significant. The fall in blood pressure after screening during either the placebo or active drug treatment period was consistently larger with salt restriction than with the normal diet (except for supine systolic blood pressure during treatment with the combination pill; 3-0 mmol(mEq)/l when receiving chlorthalidone either alone or in combination with metoprolol. In addition, there was a significant increase in urate concentration during chlorthalidone containing treatments. There was no relevant change of glucose, total cholesterol, or high density lipoprotein cholesterol during any treatment period.
Discussion
The fall in blood pressure in the placebo periods compared with the screening period was considerable. This may be explained by a combination of phenomena such as regression towards the mean, pressor effects, and true placebo effects.'3 The effect of the diet as sole treatment or in combination with the Conversion: SI to tradiriolial units-Na 1 mmol I -1 mEqIl. K 1 mmol/l = I mEq/l. Creatinine: 1 xmol/l z 0Q01 mg/100 ml. Urate: I mmol'l _ 16-8 mg/100 ml. Cholesterol and HDL cholesterol: I mmol 1-38-6 mg 100 ml. diuretic was disappointing-particularly since the patients were counselled at weekly intervals by the dietitian, which is unlikely to occur in daily practice. The fall in blood pressure with the 3 blocker was substantially larger in the sodium restricted group than in the normal diet group. The p values associated with the differences were sufficiently small virtually to rule out a chance finding, even when multiplicity-that is, the inflationary effects on the p values of multiple testing-is taken into account.
Out data suggest that moderate sodium restriction is effective for the treatment of raised blood pressure when combined with a " blocker such as metoprolol. Treatment We found a relation between both plasma renin activity and age and the difference in blood pressures recorded during chlorthalidone and metoprolol treatment. Hence these factors may be relevant when deciding which drug is the most appropriate for a given patient. The wide scatter of the values (figs 1, 2), however, precludes accurate prediction of individual outcome of treatment. which has been implicated with arrhythmias and sudden death,'; may offset the beneficial effects of reduced blood pressure. In this respect our finding of a high incidence of hypokalaemia, even with this low dose of diuretic, is a cause of concern.
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